Lack of current and comprehensive trend data derived from a uniform, reliable, and valid source on alcohol use, high-risk drinking, and DSM-IV alcohol use disorder (AUD) represents a major gap in public health information.
A lcohol use and specifically high-risk drinking, which often leads to alcohol use disorder (AUD), are significant contributors to the burden of disease in the United States and worldwide. [1] [2] [3] [4] [5] [6] [7] High-risk drinking and AUD are important risk factors for morbidity and mortality from fetal alcohol spectrum disorders, 8 33, 34 and impaired productivity and interpersonal functioning, and place psychological and financial burdens on society as a whole and on those who misuse alcohol, their families, friends, and coworkers, 35-37 as well as through motor vehicle crashes, violence, and property crime. 38, 39 In view of the seriousness of the numerous physical and psychiatric harms of high-risk drinking and AUD, regular and detailed monitoring of their trends over time is imperative for the health of the nation. Historically, reliable national survey data on alcohol use, high-risk drinking, and AUD were not available before the early 1970s. 40 The few national trend surveys conducted between the early 1970s to the early 1990s showed stability or decreases in trends for 12-month alcohol use, various measures of high-risk drinking, and social consequence and alcohol dependence symptoms. [41] [42] [43] [44] Between the early 1990s and the early 2000s, 12-month alcohol consumption increased from 44.0% 45 to 65.4%, 46 12-month high-risk drinking increased from approximately 8.0% 47, 48 to 9.7%, 49 and DSM-IV 50 AUD increased from 7.4% 45 to 8.5%.
32
Lack of current and comprehensive trend data derived from a uniform source on alcohol use, high-risk drinking, and DSM-IV AUD since the early 2000s represents a major gap in public health information. Tracking patterns of alcohol consumption and AUD is essential to test temporal models of alcohol consumption behaviors and alcohol-related morbidity and mortality and to estimate the effectiveness of policy changes related to alcohol use (eg, taxes and treatment entitlements). Furthermore, monitoring of alcohol consumption patterns and AUD over time within important sociodemographic subgroups of the US population is critical for planning and targeting prevention and intervention programs.
Accordingly, this study presents data for 2001-2002 and 2012-2013 on the prevalences of 12-month alcohol use, highrisk drinking (defined as exceeding the daily drinking guidelines at least weekly in the past 12 months), and 12-month DSM-IV AUD overall and among important sociodemographic subgroups of the US population. We used data from the National Institute on Alcohol Abuse 59 ,60 highrisk drinking was defined as drinking 4 or more standard drinks (a drink equals 14 g of pure alcohol) on any day for women and as drinking 5 or more standard drinks on any day for men. In this study, high-risk drinking was defined as exceeding the daily drinking limits at least weekly during the prior 12 months. An individual was considered to have a DSM-IV AUD diagnosis if the respondent met criteria for alcohol dependence or abuse in the past 12 months. A diagnosis of dependence required 3 or more of the 7 DSM-IV dependence criteria, and a diagnosis of abuse required 1 or more of the 4 abuse criteria. Respondents with a 12-month abuse or dependence diagnosis were classified as having 12-month AUD.
Symptom items that assessed DSM-IV AUD diagnoses in NESARC and NESARC-III were virtually identical. However, 3 items were slightly reworded, and 3 additional abuse questions appeared in NESARC-III. Comparisons between DSM-IV 12-month AUD diagnoses with and without the additional questions yielded almost identical prevalences (8.5% and 8.2%, respectively, for NESARC and 12.7% and 12.2%, respectively, for NESARC-III), with near-perfect concordance (κ = 0.97 for NESARC and κ = 0.98 for NESARC-III), which suggested that trivial differences between AUD operationalizations were not responsible for the changes reported herein.
The test-retest reliability and validity of AUDADIS alcohol use, high-risk drinking, and DSM-IV AUD diagnoses are documented in clinical and general population national and international studies. [61] [62] [63] [64] [65] [66] [67] [68] [69] [70] [71] The reliability and validity of alcohol use, high-risk drinking, and DSM-IV AUD and their associated criteria scales were fair to excellent.
Statistical Analysis
Data were analyzed in November and December 2016. Weighted cross-tabulations estimated the prevalence of alcohol use, high-risk drinking, and DSM-IV AUD in the total sample and in subgroups. ) was used to produce standard errors of the prevalence estimates for each survey. These data were used to test differences in prevalences between the surveys using 2-sided t tests for independent samples. P < .05 indicated significant differences in the estimates between surveys. 
Results

12-Month Alcohol Use
12-Month High-Risk Drinking
The prevalence of 12-month high-risk drinking increased significantly between 2001-2002 and 2012-2013 from 9.7% to 12.6% (change, 29.9%) in the total population ( Table 2) . Significant increases in high-risk drinking were also seen for all sociodemographic subgroups except Native Americans and respondents residing in rural areas. Increases were most notable among women (57.9%), other racial/ethnic minorities (from 40.6% among Hispanic to 62.4% among black individuals), adults 65 years and older (65.2%), persons previously married (widowed, divorced, or separated) (31.9%) and married or cohabitating respondents (34.2%), those with a high school education (42.3%) and less than a high school education (34.7%), those earning incomes of $19 999 or less (35.1%), and those residing in urban areas (35.1%).
12-Month DSM-IV AUD
The prevalence of 12-month DSM-IV AUD increased significantly from 8.5% to 12.7% (change, 49.4%) in the total population (Table 3 ). Significant increases in AUD were seen in all subgroups except Native Americans and those residing in rural areas. Notable increases were found among women (83.7%), racial/ethnic minorities (51.9% for Hispanic and 92.8% for black individuals), adults 65 years and older (106.7%), those with a high school education (57.8%) and less than a high school education (48.6%), those earning incomes of $20 000 or less (65.9%), those living within 200% of the poverty threshold (range, 47.1%-55.8%), and those residing in urban areas (59.5%).
12-Month DSM-IV AUD Among 12-Month Alcohol Users
Twelve-month DSM-IV AUD among 12-month alcohol users significantly increased from 12.9% to 17.5% (change, 35.7%) in the total population (Table 4) . Increases were significant during this time for all subgroups except Native Americans, respondents who were previously married, and those residing in rural areas. Notable increases were found among women (59.8%), those who were black (55.8%), Asian or Pacific Islander (36.2%), or Hispanic (29.5%), adults aged 45 to 64 years (61.9%) and 65 years and older (75.0%), those who were married or cohabiting (45.1%), those who had a high school education (41.2%), and those who resided in urban areas (44.8%).
12-Month DSM-IV AUD Among 12-Month High-Risk Drinkers
Twelve-month DSM-IV AUD among 12-month high-risk drinkers increased 17.2% from 46.5% in 2001-2002 to 54.5% in 2012-2013 ( Table 5) . Increases were significant for all sociodemographic subgroups except Native American, Asian or Pacific Islander, previously married respondents, those with less than a high school education, and those residing in rural areas, the Northeast, and the Midwest. Notable increases were seen for women (34.7%), those who were black (25.7%) or Hispanic (16.8%), respondents aged 45 to 64 years (34.8%) and 65 years and older (58.1%), and those residing in urban areas (21.1%).
Discussion
Between 2001-2002 and 2012-2013, the 12-month prevalence of alcohol use increased 11.2% in the United States from 65.4% to 72.7%. High-risk drinking increased almost 30% from 9.7% to 12.6%, representing approximately 20.2 million and 29.6 million Americans, respectively. There was a 49.4% increase in 12-month DSM-IV AUD during this time from 8.5% to 12.7% (representing approximately 17.6 million and 29.9 million Americans, respectively), much greater than the corresponding 14.8% increase in DSM-IV AUD observed between 1991-1992 (7.4%) and 2001-2002 (8.5%) . 73 While the prevalences of AUD among both 12-month alcohol users and 12-month high-risk drinkers increased, the prevalence of AUD and fall-related traumatic brain injury deaths 116 have risen significantly over the past decade. Alcohol-interactive prescription medicine use is highly prevalent among older adults, 117, 118 especially among current drinkers, 119 and recent trend data suggest that ED visits for adverse drug reactions involving alcohol use are on the rise. 120 Even if the rates among older adults remain stable, the projected increase in the size of this segment of the population (from 40 million in 2010 to 80 million in 2030) 121 could produce a substantial increase in the absolute number of older adults with high-risk drinking and AUD, w ith concomitant inc reases in alcohol-related multimorbidities.
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Between 2001-2002 and 2012-2013, increases in alcohol use, high-risk drinking, and AUD were generally much greater among minorities than among white individuals, results that are consistent with substantial increases among individuals with the lowest educational levels and family incomes seen in this study. Wealth inequality between minorities and whites has widened during and after the 2008 recession, 123, 124 possibly leading to increased stress and demoralization. Adversities that disproportionately affect racial/ethnic minorities include family income and educational disparities, unemployment, residential segregation, discrimination, decreased access to health care, and increased stigma associated with drinking. [125] [126] [127] These disparities may have accumulated over recent years, leading to increased negative coping behaviors, such as high-risk drinking and the development of AUD. [125] [126] [127] [128] [129] [130] [131] Reasons for the widening of the racial/ethnic gap in alcohol use, high-risk drinking, and AUD are complex, historically rooted in racial/ethnic discrimination and persistent socioeconomic disadvantage both at the individual and community levels. [132] [133] [134] [135] [136] [137] Future research is warranted to understand the interplay of socioeconomic, psychosocial, cultural, and biological factors that have contributed to the widening of the racial/ethnic gap in alcohol use, high-risk drinking, and AUD in recent years, with particular attention to the development of subracial/subethnic prevention and intervention strategies.
Limitations and Strengths
Limitations of this study are noted. NESARC and NESARC-III lacked biological testing for substance use. Like other national surveys, 53,54 some population segments were not covered in either survey (eg, the homeless and those who are incarcerated), potentially leading to underestimation of alcohol use, high-risk drinking, and DSM-IV AUD. AUDADIS interviewers were not clinicians, but a NESARC-III validation substudy comparing AUDADIS and clinician diagnoses of 12-month AUD showed similar prevalence and good concordance. 68 The NE-SARC-III response rate was acceptable (60.1%) but was lower than that of NESARC (81.0%). Weighting that compensated for nonresponse facilitated comparisons between the surveys.
51,52
The validity of increases shown between NESARC and NESARC-III is supported by their coherence with the other studies noted above showing increases in alcohol-related indicators over the same period. These limitations are balanced by the numerous strengths of the Wave 1 NESARC and NESARC-III, including their large sample sizes and detailed measures of alcohol use, high-risk drinking, and DSM-IV AUD that have been extensively tested and validated, [61] [62] [63] [64] [65] [66] [67] [68] [69] [70] [71] in addition to their rigorous epidemiologic study methods. These 2 surveys are also unique in providing a uniform source of alcohol information and AUD to examine trends over time.
Conclusions
Between 2001-2002 and 2012-2013, an increase in alcohol use, high-risk drinking, and AUD occurred in the total US population and across almost all sociodemographic subgroups, especially women, older adults, racial/ethnic minorities, and the socioeconomically disadvantaged. These increases constitute a public health crisis that may have been overshadowed by increases in much less prevalent substance use (marijuana, opiates, and heroin) 138-140 during the same period. Treatment rates for AUD remain low (<10%) 141 despite the significant rise in high-risk drinking and AUD and the existence of a broad spectrum of evidence-based and effective behavioral and pharmacological approaches. [142] [143] [144] [145] [146] [147] [148] [149] [150] [151] [152] The results of this study call for a broader effort to address the individual, biological, environmental, and societal factors that influence high-risk drinking and AUD and their considerable consequences and economic costs to society ($250 billion) 153 to improve the health, safety, and well-being of the nation. The development of prevention and intervention strategies both at the population level and those targeted at high-risk subgroups of the population identified in this study [154] [155] [156] [157] [158] [159] will be paramount to achieving this goal. Most important, the findings herein highlight the urgency of educating the public, policymakers, and health care professionals about high-risk drinking and AUD, 160 destigmatizing these conditions and encouraging those who cannot reduce their alcohol consumption on their own, despite substantial harm to themselves and others, to seek treatment.
